Achalasia is a rare primary oesophageal motor disorder caused by degeneration or dysfunction of the inhibitory innervation of the oesophageal smooth muscle resulting in incomplete relaxation of the lower sphincter and absent peristalsis in the oesophageal body. It can present at any age although it presents mainly from middle age onwards.' The common presenting complaints at the time of diagnosis are: dysphagia (82-100% of patients), postprandial and/or nocturnal regurgitation (59-64%), weight loss (30-91%), chest pain (17-95%), and cough (11-46%).5-' Diagnosis is often delayed, however, with the mean duration of symptoms before treatment reported to be from 4-5 to 7-6 years.5 13 We suspected that a growing proportion of patients with achalasia are now being referred at an early stage of the disease and that those with recent onset or 'early' achalasia lack the presenting features of established or 'classic' achalasia. To test this hypothesis, we undertook a prospective study of the presenting features of untreated achalasia patients referred to us between the beginning ofJuly 1986 and the end of June 1991. The annual incidence of achalasia in our catchment population over the same period was estimated.
Methods

PATIENTS
All new patients referred for oesophageal manometry between the beginning of July 1986 and the end of June 1991 were examined prospectively. Immediately before the manometric study, the patients' history was taken using a structured questionnaire including specific questions on the nature and duration of the presenting symptoms, complications, and previous treatment. The results of any previous investigations of their symptoms -for example, endoscopy or radiological studies -were also noted. MANOMETRY Figure 2 . Achalasia occurs throughout adult life without any apparent increase in incidence after middle age. Figure 2 raises the possibility of a bimodal distribution in incidence in woman with early and late peaks with few cases in middle age. The numbers are small, however, and this pattern is less obvious from Figure 1 . Only one of our patients described a long (20 year) history of dysphagia. Third, we found that only two of 36 patients presented acutely to hospital with bolus impaction and most complained of a gradual onset of solid and liquid dysphagia, which often pursued a variable course. At the time of manometry, less than half the patients complained ofworsening dysphagia. Twenty three (60%), however, had experienced weight loss, although patients with this complication did not have a significantly longer history of dysphagia than those without weight loss. None of our patients had any of the respiratory, arthritic, or neoplastic complications described by Ellis. In A progression from diffuse oesophageal spasm to achalasia was first described in a case report by Kramer29 and was subsequently documented in six patients by Vantrappen et al. 30 Our finding of progression from diffuse oesophageal spasm to achalasia in two of 38 patients provides further evidence that oesophageal 'spasm' and achalasia are part of the same spectrum ofmotor disorders.
Patients with 'spasm' and significant dysphagia merit further follow up.
In conclusion, achalasia presents throughout adult life. 'Early' achalasia is easily confused with gastrooesophageal reflux disease and the significance of the dysphagia may be overlooked. Endoscopy is frequently normal and the diagnosis is often not made by radiology. We believe that longstanding untreated achalasia with its pulmonary, arthritic, and possibly neoplastic complications should be a phenomenon of the past. If 'early' achalasia is not to be missed, however, it is necessary that patients with persistent unexplained dysphagia, particularly when associated with weight loss, undergo manometric assessment. 
